

March 30, 2026
Dr. Khabir
Fax#:  989-953-5339
RE:  Linda Fox
DOB:  04/03/1949
Dear Dr. Khabir:
This is a followup Mrs. Fox with chronic kidney disease, diabetes and hypertension.  Last visit in November.  Has gained few pounds.  Eating well.  No vomiting or dysphagia.  No diarrhea or bleeding.  Recurrent urinary tract infection although the last sample two to three weeks ago negative cultural.  No antibiotics.  Presently no chest pain or palpitation.  No syncope.  No dyspnea.  No orthopnea or PND.  Blood pressure at home in the 110s-120s/70s.
Medications:  Medication list is reviewed, notice the Ozempic.  Does not take diuretics, but she is on potassium replacement and cholesterol management.
Physical Examination:  Today weight 161 previously 155, and blood pressure 117/73.  Lungs are clear.  No respiratory distress.  No arrhythmia.  No gross abdominal tenderness.  No major edema.  Nonfocal.
Labs:  Chemistries from February, normal electrolytes and acid base.  Creatinine 1.3 for a GFR of 43, previously 1.535.  Normal glucose.  Normal calcium.  Urine shows no activity for blood or protein.  Has small kidneys without obstruction.  There has been previously documented urinary retention more than 300.  There is cortical thinning.
Assessment and Plan:  CKD stage IIIB stable.  No progression.  No symptoms.  Blood pressure in the office well controlled.  No activity in the urine to suggest glomerulonephritis or vasculitis.  Has long-term history of diabetes and hypertension.  There is urinary retention, which might be predisposing her urinary symptoms and prior infection.  No need to add phosphorus binders.  No need to change diet for potassium.  No need for bicarbonate.  Prior hemoglobin no severe anemia.  Continue chemistries in a regular basis.  Come back in six months.
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All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

JOSE FUENTE, M.D.
JF/vv
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